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Learning Objectives

• Understand Current state of SUD and 
Mental health in the US. 

• Define Health Equity and Health 
Disparities in the context of SUD and 
mental health services. 

• Discuss possible solutions to 
addressing disparities in mental 
health and substance use services 
access



• Covid-19 • Equity and Social Justice 

2020 and Beyond 



108,000
PEOPLE DIED OF AN OVERDOSE

in the 12-month period ending, December 2021

MORE THAN

Ahmad, F. B., Rossen, L. M., & Sutton, P. (2022). Provisional drug overdose death counts. National Center for Health Statistics. https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-
data.htm

https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm


Alcohol-related Deaths

• Between 2019 and 2020, 
alcohol-related deaths 
increased 25.5% (78,927 
to 99,017).

• Alcohol-related deaths 
accounted for 3% of all 
deaths in 2020.

• Rates increased for all age 
groups.

• Opioid overdose deaths 
involving alcohol 
increased 41%.

Monthly Alcohol-related Deaths among People 16 Years and Older in the U.S.

White, A. M., Castle, I. P., Powell, P. A., Hingson, R. W., & Koob, G. F. (2022). Alcohol-Related Deaths During the COVID-19 Pandemic. JAMA. doi:10.1001/jama.2022.4308 



People Aged 12 or Older with a Past Year Substance Use Disorder 
(SUD); 2020

Note: The estimated numbers of people with substance use disorders are not mutually exclusive 
because people could have use disorders for more than one substance.



“Not just opioids”

Presenter
Presentation Notes
While opioid overdose is often the primary focus of public health overdose response, we know that it’s “not just opioid.” Most people who use drugs use more than one kind of drug and we have been experiencing an alarming increase in methamphetamine-involved overdose deaths in the last 10 years that has disproportionately impacted Native Americans and Alaska Natives. Additionally, increases in alcohol use have been reported during the pandemic as well. 



80% increase in demand for mental 
health and substance use treatment in 
the past three months. 

Nearly all mental health and substance 
use treatment organizations report 
workforce shortages and problems 
recruiting and retaining workers.

Impacts on 
the 
Behavioral 
Health Field

Presenter
Presentation Notes
More than half a million people have reported signs of anxiety and/or depression, Anxiety screens were up by 634% and depression screens were up 873%.Nearly 180,000 people who took the screening reported suicidal ideation on more than half the days or nearly every dayRates of suicidal ideation are highest among youth, especially LGBTQ+ youth. In September 2020, over half of 11-17-year-olds reported having thoughts of suicide or self-harm nearly every day of the previous two weeks.  Nearly 78,000 youth reported experiencing frequent suicidal ideation, including nearly 28,000 LGBTQ+ youth. 70% of people reported that loneliness or isolation was the top contributing factor to mental health issues



Important 
Definitions 
and 
Differentiation

• the unjust or prejudicial treatment of different categories 
of people or things, especially on the grounds of race, age, 
or sex 

Discrimination

• preconceived opinion that is not based on reason or 
actual experience

Prejudice

• unjust treatment or abuse carried out by leadership to 
maintain power

Oppression

• Racism involves one group having the power to carry out 
systematic discrimination through the institutional policies 
and practices of the society and by shaping the cultural 
beliefs and values that support those racist policies and 
practices. 

Racism

• the practices, laws and customs embedded within 
society’s institutions and upheld by police, government 
and society meant to keep certain social categories in 
power while unjustly restricting other groups based on 
difference

Systemic Oppression (Trauma)

Presenter
Presentation Notes
The institutions remain oppressive regardless of an individual’s intent and the goal is to keep powerful groups in power. A society is defined by its culture, ideology and worldview which interact with major institutions and together produce and are influenced by systemic oppression. Systemic oppression is rooted in the exploitation of difference and how people respond to difference. Difference can be in any social category including race, class, gender, age, sexual orientation, culture, religion, language, ability, diagnosis, etc. There are three levels of oppression: individual, institutional and structural.Oppression is manmade and can be changed but the patterns are self-sustaining and will continue if not actively disrupted.



Health Inequities

Health Inequities arise when 
certain populations are made 

vulnerable to illness or disease, 
often through the inequitable 
distribution of protections and 

supports

Jones, CP 2002
National Academies of Sciences, Engineering, and Medicine. 2017 

Presenter
Presentation Notes
Health Disparities-population health differences in healthHealth Inequities-population health  differences in health that are avoidable , unnecessary, unfair and unjust



Health Disparities:  The Context
Health disparities are connected to a social context that includes individual, 
socioeconomic, and political factors which determine health outcomes 

Historically social policy has contributed to health disparities 

Factors may include housing, neighborhood, access to work and educational 
opportunities, individual lifestyle (age, gender), socioeconomic status, and access 
to health care

Evidence shows that health disparities among particular racial and ethnic groups 
have multiple causes that need to be addressed on multiple levels

Presenter
Presentation Notes
Clip from Unnatural Causes related to effects of a river damming on indigenous culture“Research efforts should reflect a more sophisticated understanding of the role of social and behavioral determinants of health) Smedley, p. 540Disparities in coverageDisparities in ratesDisparities in authorization, medical necessity, ectCare CoordinationCare ManagementQuality Improvement



Definition:  Disparities in Health

“Differences in the incidence, 
mortality, and burden of 

disease and other adverse 
health conditions that exist 
among special population 

groups in the United States” 

“Differences in health that 
are not only unnecessary and 

avoidable, but, in addition, 
are considered unfair and 

unjust”  

Presenter
Presentation Notes
Additional:“Differences in health outcomes that are closely linked with social, economic, and environmental disadvantage” (US DHHS, p. 1, HHS Plan to Reduce Racial and Ethnic Health Disparities)Life expectancy, infant mortality, rate of chronic diseases – differences among ethnicities Health care – what is recommended and what is available or deliveredAccess to care – barriersGeographic and provider-level differencesAvailability of culturally-sensitive, trained, bilingual mental health professionals



Health Inequities and Racism

• Racism is a system of structuring opportunity and assigning value based on phenotype 
(“race”), that: 

• unfairly disadvantages some individuals and communities 
• unfairly advantages other individuals and communities • 
• undermines realization of the full potential of the whole society through the 

waste of human resources.

• It is a system (consisting of structures, policies, practices, and norms) that structures 
opportunity and assigns value based on phenotype, or the way people look. It unfairly 
disadvantages some individuals and communities. 

Jones, CP 2002

Presenter
Presentation Notes
addressing the unevenness of the playing field that has been structured and maintained by racism, heterosexism, and other systems of structured inequityYet even more profoundly, the system of racism undermines realization of the full potential of our whole society because of the waste of human resources. 



Current Landscape
According to the National Institute of Mental Health, “members of racial and ethnic 
minority groups in the U.S. are less likely to have access to mental health services, 
less likely to use community mental health services, more likely to use inpatient 
hospitalization and emergency rooms, and more likely to receive lower quality care.”1

• Within psychiatry, it has been shown that racial minorities are less likely to achieve 
symptom remission and are more likely to be chronically impaired given a mental 
health diagnosis.2

• Bias and racism have been identified as key factors contributing to these 
inequities. The legacy of slavery and racism, as well as the current realities of racial 
oppression and violence, has uniquely impacted the mental health of African 
Americans.3

1https://www.ncsl.org/Portals/1/HTML_LargeReports/DisparitiesBehHealth_Final.htm#:~:text=According%20to%20the%20National%20Institute,and%20more%20likely%20to%20receive
2https://academic.oup.com/swr/article-abstract/36/1/41/1646733?redirectedFrom=fulltext
3https://www.mededportal.org/doi/pdf/10.15766/mep_2374-8265.10618

https://www.ncsl.org/Portals/1/HTML_LargeReports/DisparitiesBehHealth_Final.htm#:%7E:text=According%20to%20the%20National%20Institute,and%20more%20likely%20to%20receive
https://academic.oup.com/swr/article-abstract/36/1/41/1646733?redirectedFrom=fulltext
https://www.mededportal.org/doi/pdf/10.15766/mep_2374-8265.10618


Current Landscape
• Additionally, African Americans have higher rates of severe depression, 

yet lower rates of treatment compared to white populations. 1

• African Americans are less likely to receive office-based counseling for 
psychological stressors and are more likely to be seen in emergency 
rooms.2

• The disproportionate diagnosis of schizophrenia among African Americans 
persists today, and they are more likely to be treated with antipsychotic 
medications that can have lasting, negative side effects.3

1https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1199525/
2https://archive.ahrq.gov/research/findings/nhqrdr/nhdr10/nhdr10.pdf
3https://www.ncsl.org/Portals/1/HTML_LargeReports/DisparitiesBehHealth_Final.htm#:~:text=According%20to%20the%20National%20Institute,and%20more%20likely%20to%20receive

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1199525/
https://archive.ahrq.gov/research/findings/nhqrdr/nhdr10/nhdr10.pdf
https://www.ncsl.org/Portals/1/HTML_LargeReports/DisparitiesBehHealth_Final.htm#:%7E:text=According%20to%20the%20National%20Institute,and%20more%20likely%20to%20receive


Drug Overdose Death by Race and Ethnicity



Healthcare coverage by Race 



• Black patients were 70% less likely to receive a prescription for 
buprenorphine at their visit when controlling for payment method, sex and 
age

• This study demonstrates that buprenorphine treatment is concentrated 
among white persons and those with private insurance or use self-pay.
Source: Lagisetty 2019

Inequities in Treatment Access

Presenter
Presentation Notes
Analyzed outpatient prescriptions and found Black patients were 70% less likely to receive a Rx for buprenorphine at their visit when controlling for payment method, sex and ageThis study demonstrates that buprenorphine treatment is concentrated among white persons and those with private insurance or use self-pay.Those with fewer economic resources are even less likely to get FDA approved medication to treat addiction



Inequities in Addiction Treatment

Kilaru 2020

Black patients were half as 
likely to obtain treatment 
following overdose compared 
with non-Hispanic white 
patients even when privately 
insured.

Presenter
Presentation Notes
This study shows that even people with insurance may still have barriers to treatment,” said Austin Kilaru, the study’s lead author, an attending physician at Penn Presbyterian Medical Center, and a fellow in the National Clinician Scholars Program at Penn. “Just the fact of having insurance may not empower you to make the leap [to treatment].”Health insurance claim for opioid treatment or Rx bup



Use of Medications for Addiction Treatment: Racial Disparities 

Use of medications in pregnant women of color 

• In a cohort study of 5247 women with opioid use disorder who delivered a 
live infant, black non-Hispanic and Hispanic women with opioid use disorder 
were significantly less likely to use any medication for treatment and were 
less likely to consistently use medication for treatment during pregnancy 
compared with white non-Hispanic women with opioid use disorder.

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2766203

National Overview of Medication-Assisted Treatment for American Indians and 
Alaska Natives With Substance Use Disorders

• 2017 study found “ Low rates of MAT implementation suggest racial 
disparities in access to MAT among AI/ANs, a population with historically high 
rates of substance use disorders. Study findings also highlight the important 
role of treatment culture and organizational fit in the implementation of MAT 
in treatment programs serving AI/AN populations. Results also speak to the 
importance of adapting existing EBTs in a culturally competent way to best 
serve the needs of the AI/AN community.” 

https://ps.psychiatryonline.org/doi/full/10.1176/appi.ps.201600397

Buprenorphine Treatment Divide by Race/Ethnicity and Payment.

• 2019 study demonstrates that buprenorphine treatment is concentrated 
among white persons and those with private insurance or use self-pay. 

https://doi.org/10.1001/jamapsychiatry.2019.0876

Association of Racial/Ethnic Segregation With Treatment Capacity for Opioid 
Use Disorder in US Counties

• 2020 study suggests that the racial/ethnic composition of a community was 
associated with which medications residents would likely be able to access 
when seeking treatment for opioid use disorder. Reforms to existing 
regulations governing the provisions of these medications are needed to 
ensure that both medications are equally accessible to all.

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2764663?utm_c
ampaign=articlePDF&utm_medium=articlePDFlink&utm_source=articlePDF&utm
_content=jamanetworkopen.2020.3711

Presenter
Presentation Notes
The use of medications, such as methadone or buprenorphine, for the treatment of opioid use disorder (OUD) has been associated with improvements in the outcomes of mothers and infants; however, only half of all pregnant women with OUD receive these medications. 

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2766203
https://ps.psychiatryonline.org/doi/full/10.1176/appi.ps.201600397
https://doi.org/10.1001/jamapsychiatry.2019.0876
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2764663?utm_campaign=articlePDF&utm_medium=articlePDFlink&utm_source=articlePDF&utm_content=jamanetworkopen.2020.3711


Image source: 
https://www.hamiltonproject.org/charts/rates_of_drug_use_and_sales_by_race_rates_of_drug_
related_criminal_justice

Presenter
Presentation Notes
Despite the over-incarceration of Black people, evidence shows that Black and White people use and sell drugs at the same rate. Need to be clear that people of color do not use or sell at higher rates than White people.

https://www.hamiltonproject.org/charts/rates_of_drug_use_and_sales_by_race_rates_of_drug_related_criminal_justice


Cultural/Historical Trauma Events 

Genocides Slavery Pandemics Massacres

Prohibition/destruction 
of cultural practices

Discrimination/Systemic 
racism Forced relocation

Presenter
Presentation Notes
Here’s a list of them….genocide, slavery, pandemics, massacres, prohibition or destruction of cultural practices, discrimination or systemic prejudices and forced relocation.For Native Americans and Black Americans, systemic trauma often converges with historical trauma in the bias they experience when dealing with institutions like government and police.Some resources use historical trauma, intergenerational trauma and systemic trauma interchangeably however they are semantically different. All three incorporate the presence of trauma symptoms in groups even if they were not physically present for the trauma.Historical Trauma: collective psychological and emotional responses to trauma across generations shared by a group of people who identify with one another by affiliation or circumstance.Transgenerational trauma: trauma transferred from first generation trauma-event survivors to the next generation.These all overlap and occur within groups that share an identity. Generally, those groups are oppressed by dominant culture. “Systemic traumas may deprive the individual of important developmental assets and deactivate this important part of his/her social development.”Who is Impacted by Intergenerational TraumaAmerican Indians/First Nations PeoplesImmigrants and RefugeesPeople of Color (African-Americans/Blacks)Families Living in PovertyAmerican Indians/First Nations Peoples:  This population has been exposed to generations of violent colonization, assimilation policies and general loss.  Current manifestations include high rates of suicide, homicide, domestic violence, child abuse, alcoholism and other social problemsImmigrants:  Forced migration may be the result of conflict, natural disaster, famine, development projects and policies, or nuclear and chemical disaster (Forced Migration Online, 2012).  These various populations may have been exposed to discrimination, racism, forced assimilation/acculturation, colonization and genocideAfrican-Americans/Blacks:  This population has been exposed to generations of discrimination, racism, race-based segregation and resulting poverty.  Members of this population may have been exposed to microaggressions, which are defined as “events involving discrimination, racism and daily hassles that are targeted at individuals from diverse racial and ethnic groups.”  (Michaels, 2010).  Examples of stressors include slavery, colonialism, imperialism.  Current manifestations include mistrust of police and medical systems; lack of self-worth and self-hatred.  There is a significant history of atrocities against African Americans that contribute to suspicion and paranoia regarding seeking physical and mental health services.  Reasons for the fear include: slave labor, forced migrations, stolen property, dehumanization, mass incarceration, torture, medical experimentation, discrimination, race riots, police brutality, racial profiling, lynchings, mass murder and long-lasting psychological effects on survivors and descendants.Impoverished communities:  Poverty can lead to family stress, child abuse and neglect, substance abuse, mental health challenges and domestic violence (Wilson 2005).  Poor individuals and families are not evenly distributed across communities or throughout the county.  Instead, they tend to live near one another, clustering in certain neighborhoods and regions.  This concentration of poverty results in higher crime rates, underperforming public schools, poor housing and health conditions, as well as limited access to private services and job opportunities (Kneebone, Nadeau, & Berube, 2011).  Poverty in these communities is frequently intergenerational.  The lack of access to services, increased exposure to violence and higher risk of victimization that exist in these communities often results in a much greater potential for experiencing trauma and re-traumatization among residents thtn in communities that are not areas of concentrated poverty.  Examples of stressors include hunger, porr or inadequate housing, lack of access to health care and community crime.  Current manifestations include domestic violence, child abuse and substance abuse (Wilson, 2005)



Social Determinants of Health



Social Determinants of Health

 Conditions of birth 

 Nutrition Safe and habitable housing

 Environmental exposures

 Biological/genetic influences

 Psychosocial behaviors (tobacco, alcohol, illicit drugs)

 Stress/hopelessness/deprivation

 Education Financial security

 Occupational opportunities & conditions   

 Politics: influence, voice, advocacy
Brunner, Marmot, 2008



Social Determinants of Mental 
Health 



26

SDOH Screening Tools: Adults 
PRAPARE

• – Screening tool for use by health centers 
to identify, understand and respond to

• adult patients’ needs

• – Developed by National Association of 
Community Health Centers (NACHC)

• – http://nachc.org/wp-
content/uploads/2016/09/

Roots to Health Survey

• – Screening tool to assess unmet basic 
adult needs for use in healthcare settings

• – Developed by The Civic Engine

• http://www.surveygizmo.com/s3/2096658/
Health-Roots-v0-2

Health Leads Screening Toolkit

Screening tool to assess social needs that 
can affect a patient’s health (food 
insecurity, housing instability, utility 
needs, financial resource strain, 
transportation & violence)

• – Developed by HealthLeads

https://healthleadsusa.org/tools-
item/health-leads-screening-toolkit/

http://nachc.org/wp-content/uploads/2016/09/
http://www.surveygizmo.com/s3/2096658/Health-Roots-v0-2
https://healthleadsusa.org/tools-item/health-leads-screening-toolkit/


Barriers to Care for Racial and 
Ethnic Minority Groups

According to the National Alliance on Mental Illness, the following barriers prevent racial and ethnic 
minorities from receiving appropriate care:

• Lack of availability

• Transportation, child-care, difficulty taking time off work

• The belief that mental health treatment “doesn’t work”

• The high level of mental health stigma in minority populations

• A mental health system weighted heavily towards non-minority values and norms

• Racism, bias and discrimination in treatment settings

• Language barriers and an insufficient number of providers who speak languages other than English

• Lack of adequate health insurance coverage (and even for people with insurance, cost sharing makes 
it difficult to afford)

https://www.ncsl.org/Portals/1/HTML_LargeReports/DisparitiesBehHealth_Final.htm#:~:text=According%20to%20the%20National%20Institute,and%20more%20likely%20to%20receive

https://www.ncsl.org/Portals/1/HTML_LargeReports/DisparitiesBehHealth_Final.htm#:%7E:text=According%20to%20the%20National%20Institute,and%20more%20likely%20to%20receive


76% of people in jail have not been convicted of a crime

Solutions



The Unjust Distribution of Health Conditions



Continuum of Cultural Competency 

Presenter
Presentation Notes
Cultural destructiveness is characterized by attitudes, policies, structures, and practices within a system or organization that are destructive to a cultural group.   Cultural incapacity is the lack of capacity of systems and organizations to respond effectively to the needs, interests and preferences of culturally and linguistically diverse groups. Characteristic include but are not limited to: institutional or systemic bias; practices that may result in discrimination in hiring and promotion; disproportionate allocation of resources that may benefit one cultural group over another; subtle messages that some cultural groups are neither valued nor welcomed; and lower expectations for some cultural, ethnic, or racial groups. Cultural blindness is an expressed philosophy of viewing and treating all people as the same.  Characteristics of such systems and organizations may include: policies that and personnel who encourage assimilation; approaches in the delivery of services and supports that ignore cultural strengths; institutional attitudes that blame consumers - individuals or families - for their circumstances; little value placed on training and resource development that facilitate cultural and linguistic competence; workforce and contract personnel that lack diversity (race, ethnicity. language, gender, age  etc.); and few structures and resources dedicated to acquiring cultural knowledge.  Cultural pre-competence is a level of awareness within systems or organizations of their strengths and areas for growth to respond effectively to culturally and linguistically diverse populations. Characteristics include but are not limited to: the system or organization expressly values the delivery of high quality services and supports to culturally and linguistically diverse populations; commitment to human and civil rights; hiring practices that support a diverse workforce; the capacity to conduct asset and needs assessments within diverse communities; concerted efforts to improve service delivery usually for a specific racial, ethnic or cultural group; tendency for token representation on governing boards; and no clear plan for achieving organizational cultural competence.�Cultural Competence  Systems and organizations that exemplify cultural competence demonstrate an acceptance and respect for cultural differences and they:  Create a mission statement for your organization that articulates principles, rationale, and values for cultural and linguistic competence in all aspects of the organization. Implement specific policies and procedures that integrate cultural and linguistic competence into each core function of the organization.  Identify, use, and/or adapt evidence-based and promising practices that are culturally and linguistically competent. Develop structures and strategies to ensure consumer and community participation in the planning, delivery, and evaluation of the organization’s core function. Implement policies and procedures to recruit, hire, and maintain a diverse and culturally and linguistically competent workforce. Provide fiscal support, professional development, and incentives for the improvement of cultural and linguistic competence at the board, program, and faculty and/or staff levels. Dedicate resources for both individual and organizational self-assessment of cultural and linguistic competence. Develop the capacity to collect and analyze data using variables that have meaningful impact on culturally and linguistically diverse groups.   Practice principles of community engagement that result in the reciprocal transfer of knowledge and skills between all collaborators, partners, and key stakeholders. Cultural Proficiency Systems and organizations hold culture in high esteem, use this a foundation to guide all of their endeavors, and they: Continue to add to the knowledge base within the field of cultural and linguistic competence by conducting research and developing new treatments, interventions, and approaches for health and mental care in policy, education, and the delivery of care. Develop organizational philosophy and practices that integrate health and mental health care.   Employ faculty and/or staff, consultants, and consumers with expertise in cultural and linguistic competence in health and mental health care practice, education, and research.  Publish and disseminate promising and evidence-based health and mental health care practices, interventions, training, and education models. Support and mentor other organizations as they progress along the cultural competence continuum.  Develop and disseminate health and mental health promotion materials that are adapted to the cultural and linguistic contexts of populations served. Actively pursue resource development to continually enhance and expand the organization’s capacities in cultural and linguistic competence.  Advocate with, and on behalf of, populations who are traditionally unserved and underserved. Establish and maintain partnerships with diverse constituency groups, which span the boundaries of the traditional health and mental health care arenas, to eliminate racial and ethnic disparities in health and mental health National Center for Cultural Competence (Goode, 2004)



Cultural Adaptation of Interventions

• Is this health topic relevant to the specific 
population?Relevance

• What is the best intervention to address this 
health topic within this population?Evidence base

• What stage(s) of the intervention program 
should be adapted?Stage of Intervention

• What elements of ethnicity are most important 
to consider for this population?Ethnicity

• What are the shifting trends within this 
population?Trends

Liu, et. Al, 2012

Presenter
Presentation Notes
One way to infuse trauma-informed care concepts into your daily work is to provide cultural adaptations to the interventions that you are currently using.  Here is one way of looking at pursuing that RESET.  First we look at Relevance: Is this health promotion topic relevant to the target population? Is the topic of sufficient concern that action is required? Are there competing priorities for this population which would lessen their engagement with this intervention? Then we look at the Evidence base: What is the best intervention to address this health topic within this population? Is there evidence of intervention effect within the general population? Is there evidence of intervention effect within the target population?  Next we check the Stage of intervention: What stage(s) of the intervention programm theory should be adapted? What stages need adaptation for this population? What stages can be adapted in this intervention? What stages are able to be adapted?  Then we look at the ethnicity: What elements of ethnicity are most important to consider for this population? What are the conventional elements which are important to consider in adaptation? (e.g. religion, language, culture, physical features, ancestry, age, gender and socioeconomic status) What are the contextual elements which are important to consider in adaptation? (social environments, physical space, past exposures to health research and services, and diverse life experiences including stress) What degree of heterogeneity is present within the target population and is it possible to assess heterogeneity (i.e. measure ethnic identity, cultural affiliation or acculturation) and adapt the intervention appropriately at a sub-group level?  Lastly we look at the trends: What are the shifting trends within this population? Are there shifting patterns and trends in behaviors within this population? Can we monitor the patterns and trends in population characteristics, preferences and contexts and revise the adaptation(s) to maintain relevancy over time?



A Trauma-Informed Approach

• Realizes widespread impact of trauma and 
understands potential paths for recovery

Realizes

• Recognizes signs and symptoms of trauma in 
clients, families, staff, and others involved 
with the system 

Recognizes

• Responds by fully integrating knowledge 
about trauma into policies, procedures, and 
practices

Responds

• Seeks to actively resist re-traumatizationResists

SAMHSA Concept Paper



Organizational Strategies for decreasing 
trauma, racism, bias, and stigma in 
service delivery

• Develop an organizational approach to case management 

• Check for patient understanding of treatment decisions and next steps

• Engage all staff, including reception and billing, in cultural and linguistic 
competence and humility training

• Community and patient engagement, develop an organization engagement 
strategy

Presenter
Presentation Notes
Develop an organizational approach to case management That considers cultural considerations for medication and treatment protocolsChecks for patient understanding of treatment decisions and next steps (assess what stage of change the client is in- if they are not in an action stage of change, perhaps not rushing to set them up for feeling misunderstood or failure by prescribing a medication, referring to external provider if they will not follow upEngage all staff, including reception and billing, in cultural and linguistic competence and humility trainingCommunity engagement, develop an organization engagement strategyBuilds relationships with community and cultural organizations- as well as patients.  Do you have a patient advocacy group?  Do patients weigh in on your workflows?  Do they sit in on your hiring?  Why not?  Are they not the ones that will be spending the majority amount of time with those that you hire?  Or most linked to your missions?  The phrase “Nothing about us without us”- trauma informed language.  Engages community members in advocating for mental health access and treatment de-stigmatizationIncludes community members in identifying strategies for client follow up



Organizational Strategies for decreasing 
trauma, racism, bias, and stigma in 
service delivery Cont

Simplify and translate 
client-facing forms and 

documentation

Adopt community-
defined , promising 

practices

Hire providers that 
represent the local 

community

Client engagement-
provide language 
support and build 

mental health literacy

Develop a plan for 
addressing 

engagement during the 
current pandemic, and 

beyond

Presenter
Presentation Notes
Organizational strategies for combatting bias in client-prover relationshipsSimplify and translate client-facing forms and documentation(review intake forms, assessment, screening tools, treatment protocols)How much do you orient clients to these processes ahead of time, prepare them for how long the wait may be, state in your documentation etcAdopt community-defined , promising practicesIterative changes as you receive feedback from clientsHire providers that represent the local communityIncrease provider capacity through training on cultural linguistic competence and cultural humility	consider how to include the community and their feedback in training design and in continuous feedback cyclesClient engagement- provide language support and build mental health literacyDevelop a plan for addressing engagement during the current pandemic, and beyond (normalizing trauma, stress, depression etc)



Resources

• Addressing Health Equity and Racial Justice

• (SMART) The Self-Assessment for Modification of Anti-Racism Tool

• TI-ROC Climate of Equity Assessment

• TI-ROC Cultural Humility Scale

https://www.thenationalcouncil.org/resources/addressing-health-equity-and-racial-justice/
https://africanamericanbehavioralhealth.org/resources/resourceDetails.aspx?resourceID=1176
https://www.thenationalcouncil.org/wp-content/uploads/2020/11/TI-ROC-Equity-Climate-Assessment_FINAL.pdf
https://www.thenationalcouncil.org/resources/ti-roc-cultural-humility-scale/


Questions?



Contact info 

•AaronW@thenationalcouncil.org

Aaron Williams 

mailto:AaronW@thenationalcouncil.org

	Health Equity in a Changing Behavioral Health Landscape��Aaron Williams, MA�National Council of Mental Wellbeing�September 14, 2022 ��
	Learning Objectives
	2020 and Beyond 
	Slide Number 4
	Alcohol-related Deaths
	People Aged 12 or Older with a Past Year Substance Use Disorder (SUD); 2020
	“Not just opioids”
	Slide Number 8
	Important Definitions and Differentiation
	Health Inequities
	Health Disparities:  The Context
	Definition:  Disparities in Health
	Health Inequities and Racism
	Current Landscape
	Current Landscape
	Drug Overdose Death by Race and Ethnicity
	Healthcare coverage by Race 
	Inequities in Treatment Access
	Inequities in Addiction Treatment
	 Use of Medications for Addiction Treatment: Racial Disparities 
	Slide Number 21
	Cultural/Historical Trauma Events 
	Social Determinants of Health
	Slide Number 24
	Social Determinants of Mental Health 
	SDOH Screening Tools: Adults 
	Slide Number 27
	Solutions
	The Unjust Distribution of Health Conditions
	Continuum of Cultural Competency 
	Cultural Adaptation of Interventions
	A Trauma-Informed Approach
	Organizational Strategies for decreasing trauma, racism, bias, and stigma in service delivery
	Organizational Strategies for decreasing trauma, racism, bias, and stigma in service delivery Cont
	Resources
	Questions?
	Contact info 

